Massive Zenker diverticulum
Jonathan
: Intraoperative proximalviewshows thepositionof the large Zenker diverticulum (ZD) immediately inferior and posterior to the larynx (L). B: Endoscopic view within the Zenker diverticulum pouch showsthe relationship between the aorta (A), trachea (T), cricopharyngeus muscle (CP), and native esophagus (E).
intrathoracic extension behind the trachea (figure 2, A). Pulsation from the aorta was noted in the distal aspect of the diverticulum pouch ( figure 2, B) . Large amounts of retained and impacted barium were found in the diverticulum pouch, which required copious irrigation and suctioning to remove.
Esophageal dilators were used to cannulate the esophagus, demonstrating the course of the esophagus relative to the trachea and aorta. Three sequential An 81-year-old woman presented to the emergency room with worsening shortness of breath and fevers for several days. Her clinical history demonstrated a multiple-year history of progressive solid and liquid dysphagia with weight loss. Emesis often contained undigested food without the presence of blood or bile. A chest x-ray revealed evidence of aspiration pneumonia and a large mediastinal mass with an air-fluid level that caused anterior tracheal deviation, consistent with a possible Zenker diverticulum (ZD).
The patient was intubated and admitted to the leU for management of her aspiration pneumonia. Initial attempts to place a nasogastric feeding tube were unsuccessful because of preferential passage into the diverticulum, necessitating placement under direct laryngoscopy in the leu.
The patient was eventually extubated and then recuperated in the hospital with nasogastric tube feedings for 1 week. A modified barium swallowing study and esophagram showed significant retention of barium in a massive ZD that approximated the aorta, with minimal conduction of barium into the distal esophageal lumen (figure 1). The patient had frank aspiration and regurgitation of barium into the larynx.
One week later, the patient underwent direct laryngoscopy and esophagoscopy with subsequent endoscopic diverticulotomy. A distending diverticuloscope was used to easily expose the cricopharyngeus muscle, esophageal inlet, and mediastinal diverticulum. A massive 5.5 x 3.5-cm ZD was identified, with marked 35-mm endovascular staplers were used to transect the cricopharyngeus muscle and the entire party wall between the diverticulum and the native esophagus. A nasogastric feeding tube was placed into the distal esophageal opening at the end of the procedure under direct visualization. A postoperative videofluoroscopic swallowing study showed much improved transition of barium into the distal esophagus without evidence of regurgitation into the larynx (figure 3), but showed ongoing penetration and aspiration because of poor strength and coordination of the oropharyngeal swallowing mechanism. The patient continues with outpatient physical therapy and swallowing therapy.
ZDs are herniations of the posterior pharyngeal wall through a natural weakness between the inferior pharyngeal constrictor and the cricopharyngeus muscle.' They often present with solid food and pill dysphagia with subsequent weight loss, halitosis, and regurgitation of undigested food, leading to avoidance of social eating situations.
ZDs rarely extend deep into the chest and induce severe dysphagia and aspiration pneumonia. In fact, only rare cases have been reported in the literature that exhibit such significant extension into the mediastinum. Many of these cases first presented with hemorrhage from mucosal damage and likely vascular erosion in the mediastinurn.? It is also possible that retained medications (such as aspirin or bisphosphonates) can erode directly through the diverticulum sac and into adjacent structures, leading to catastrophic bleeding episodes.' ZDs of such size are also highly likely to induce recurrent episodes of aspiration pneumonia.' However, no other case such as ours, in which a ZD is pressing against the aortic arch, has been reported. A surgical approach using endoscopic stapler-assisted diverticulotomy can be successfully achieved in these patients, avoiding the morbidity of open cervical-thoracic procedures in already-debilitated patients. 
